The views of 542 general practitioners (GPs) and 64 consultant physicians about the management of patients with hypertension in general practice were sought by postal questionnaire. 325 (60%) of the GPs and 45 (70%) of the consultant physicians completed the questionnare. For a 40-year-old man with no other cardiovascular risk factors most general practitioners would intervene with drugs at blood pressure levels specified in published guidelines, whereas many local consultants and older GPs would consider drug treatment at lower levels. About 75% of GPs, compared with 87% of consultants, would suggest drug treatment in a woman of 70 years with a BP of 180/ 100 mmHg. Although consultants tended to expect GPs to order more tests when investigating a patient with hypertension than the GPs actually did, both GPs and consultants would order similar types of investigations apart from imaging. Consultants had different expectations about the frequency with which general practitioners should record patients' blood pressure and the GPs' ability to prevent cardiovascular events in hypertensive patients. Many older GPs and consultants seem to have unrealistic expectations of the value of treating patients with hypertension.
INTRODUCTION
Hypertension is one of the important risk factors for coronary heart disease, stroke, congestive heart failure and renal insufficiencyl and management of hypertension is one of the UK government's priorities in the Health of the Nation2. Although hypertension is an important and independent cardiovascular risk factor, the absolute risk is substantially modified by other risk factors3. Several guidelines for the management of patients with hypertension have been drawn up4'5 and in 1993 the WHO/International Society of Hypertension recommendation was that ... drug therapy should be instituted if diastolic blood pressure (BP) is at least 100 mmHg or systolic BP is persistently 160-180 mmHg or both; if other substantial risk factors are present, diastolic levels of between 90 and 95mmHg and systolic levels between 140 and 160 mmHg may justify treatment5.
There is considerable evidence that doctors do not manage their patients according to these guidelines; many patients with hypertension are either not detected or are detected but not followed up appropriately6'7. Confusion in the minds of practising physicians is not surprising since hypertension at age 40 years has been defined variously from any pressure above 140/90 mmHg' to any pressure above 170/1058. As part of a local audit, we decided to determine the views of Avon's GPs and consultants about the management of hypertension.
METHODS
A questionnaire was devised to examine doctors' views on their definition of hypertension by describing a 40-year-old man with no risk factors for cardiovascular disease and in whom they find no abnormality. The doctor was asked for the minimum level of BP (repeated on three occasions) that would make him/her consider instituting drug therapy. The second question was identical except for the additional comment that the patient had smoked in excess of 20 cigarettes a day for more than 20 years. The final question in this section asked whether the doctor would suggest antihypertensive drug therapy for a woman aged 70 who was found to have a BP of 180/1lOmmHg on many occasions. She complained of frontal headaches but there were no signs of target organ damage; she had no family history of cardiovascular disease, did not smoke and did not drink alcohol.
In the second part of the questionnaire the doctors were asked to state whether certain social and medical information must be included in the medical records of patients with hypertension and what investigations must be performed on a 40-year-old man with consistent BP levels of 180/ 1 10 mmHg and no other abnormality on examination.
The management part of the questionnaire asked whether doctors agreed that hypertensive patients taking diuretics should have their electrolytes measured at least annually, and whether they agreed that hypertensive patients should have their BP recorded every three months no matter how well their BP is controlled.
The final part of the questionnaire asked for their attitudes about the effort they spend on managing patients with hypertension in their practice.
The questionnaires were sent to all 542 GPs in Avon with a note promising a personalized reply within a month indicating how their responses compared with those of their peers. The 64 consultants were all specialist physicians in Avon dealing with adult patients, but excluding psychiatrists, dermatologists, oncologists and laboratory and imaging specialists. The accompanying letter asked consultants to answer the questionnaire 'as if they were a GP'. No reminders were sent but a reply-paid envelope was included. Comparisons were performed by the Mantel-Haenszel x2 test; paired t tests for differences in suggested levels of blood pressure by the same doctor for different scenarios; and unpaired t tests for comparisons between GPs and consultants. P< 0.05 was judged significant and all confidence intervals are at the 95% level (95% CI). RESULTS 325 (60%) of the 542 GPs and 45 (70%) of the consultants replied. GPs under 36 years were slightly but not significantly over-represented in the responders compared with the non-responders (23% versus 18%; difference 5%, 95% CI -2% to 12%). The consultants were older than the GPs (P<0.01), only one being under the age of 36.
Definitions of hypertension
In choosing a level of blood pressure at which to consider instituting drug therapy in a man of 40 with no risk factors, most of the GPs chose a systolic BP between 160 and 169mmHg and a diastolic between 95 and 104mmHg. Younger GPs conformed more closely to treatment guidelines ( Table 1) ; consultants would intervene at lower BPs and at levels below those specified in the guidelines ( Table 2) .
When a risk factor (cigarette smoking) is added to the case history, both groups would consider starting treatment at lower pressures than in individuals without a risk factor (all paired comparisons P<0.01), but again consultants would start at a lower level than GPs. Older GPs would start treating at a lower level (similar to consultants) than younger general practitioners do (see Table 1 ).
Fewer GPs than consultants would treat the 70-year-old woman with a BP of 180/ 100 (see Table 2 ) and GPs tended to suggest treatment less often the older they were, but the differences were not statistically significant (see Table 1 ). Investigations Most (>90%) GPs and consultants felt that patients with hypertension must have smoking status, alcohol history and family history of cerebrovascular and cardiovascular disease recorded in their medical records, but about a quarter of respondents disagreed about the necessity of recording a family history of hypertension. Consultants expect GPs to order more investigations than GPs actually favour for a man of 40 with a BP of 180/110 and are more likely to order imaging investigations than the GPs ( 
Attitudes
Faced with the proposition that the effort spent on patients with hypertension in the practice could be better devoted to 'Pearson x (unadjusted for age) NS=Not significant other things, 77% of the GPs and 93% of the consultants disagreed (difference 16%, 95% CI 7% to 24%, x2 28.0, df2, P<0.001). To determine how realistic these aspirations are we invited responses to the proposal that such effort is likely to prevent at least 10 cardiovascular events a year per 1000 practice patients. The GPs were more realistic about this than were the consultants. Even so, 39% of GPs agreed or strongly agreed with the statement (64% of consultants) (difference 26%, CI 10% to 41%), x2 10 .3 df2 P<0.01.
DISCUSSION
Although a good response rate to a single mailing of the questionnare was obtained, the fact that about a third of the doctors did not respond may be a source of bias. Avon's GPs and adult physicians clearly view the management of hypertension as an important part of a GP's work, but there is a wide variation in the level of BP at which they would consider starting drug treatment and performing investigations on a 40-year-old man with hypertension. The age of the doctor is a significant influence. It is difficult to be certain about the reasons the older doctors tend not to adhere to guidelines5; perhaps they are more set in their ways, do not keep up with the published work, or have different attitudes about medicalization.
The MRC Mild Hypertension Trial, in which patients with diastolic pressures between 95 and 110 mmHg were randomized, indicated that 850 patient-years' treatment is needed to prevent one cardiovascular event. Since about 10% of all patients on a GP's list over the age of 20 yr will be hypertensive, there is no possibility that a GP will be able to prevent 10 cardiovascular events per year per 1000 patients. Many of Avon's doctors seem to have difficulties appreciating the true level of risk and benefit in the management of hypertensive patients. Without this understanding, how can they advise patients appropriately about starting drug treatment?
There are increasing calls for physicians to rethink their approach to hypertension3'9 10. It is disappointing to find that less than 40% of GPs and even fewer consultant physicians do not consider it necessary to determine serum lipid levels in a 40-year-old patient with hypertension, although most claim they will record family history of vascular disease and smoking history. Unless all major risk factors are determined, it will be difficult for a physician to know a patient's absolute risk of developing a vascular event.
Consultants and GPs within Avon differ substantially in their views on the management of hypertension.
First, many consultants would expect GPs to start drug treatment at lower levels than those recommended by internationally accepted guidelines. This difference between the way that specialists and generalists manage hypertension has been noted before11.
Second, the consultants would expect the GPs to use imaging techniques more often than the GPs actually did; and, third, the consultants expected the GPs to record the BP in the patients' medical records 3-monthly, however well the BP was controlled. These differences clearly indicate the gap between the views of consultants and GPs, with many of the former holding unrealistic and inappropriate views of what the other part of the profession should be doing.
